Background. Postgraduate examinations are ubiquitous in medicine worldwide, but studies to validate them are rare. The Royal College of General Practitioners of the UK, over the years in an evolving format, has offered a membership examination (MRCGP) which it believes acts as a quality marker for those who sit it and also positively influences the development of family practice generally. It is not clear, however, if this process identifies quality markers that patients can perceive.
Introduction
Postgraduate examinations are ubiquitous in medicine worldwide, but studies to validate them are rare. 1 Since 1965 the Royal College of General Practitioners in the UK has offered membership of the college by examination (MRCGP) which is believed to serve two functions: firstly that it is a marker of quality for individual family practitioners (FPs) and secondly that it positively influences the development of family practice as a whole irrespective of individual success or failure in the examination. 2 Over time, the examination has evolved from a traditional written paper and an oral examination to a modular examination which includes written and multiple choice papers, video or simulated surgery assessment, and oral examination. While there is some published data on the reliability 3, 4 and content validity 5 of parts of the MRCGP, there is less known about its predictive validity in the sense of its associations of success or failure with differences in FPs' beliefs and attitudes, or in patients' experience of their day-today practice.
The relationship between the FP and the patient is at the heart of definitions of UK family practice. 6 It is created and maintained in the consultation which has been described as "our sole arena, where almost everything we do as doctors is done". 7 There is a considerable literature on consultation skills, which has been significantly incorporated in the MRCGP and the UK Summative Assessment examinations' video components. 2, 8 However, an alternative conceptualisation of a FP's 'performance' in the consultation is patient assessment rather than external observation.
If the MRCGP is a marker of excellence, then it might be expected that that doctors with MRCGP (particularly more recently) would share the kinds of attitudes identified as good by the RCGP, and would perform better in the consultation than those without. This paper therefore reports an analysis of a large UK dataset examining the association between possession of MRCGP and both FPs' attitudes to their work using the Cockburn scale, 9 and an aggregate score of patients' assessment of the outcome of consultation with FPs using the Patient Enablement Instrument (PEI). 10 
Methods
The dataset used was a survey of patients aged 12 and over attending FPs in four UK regions in a two week period in 1998.
The original sample 50 doctors in 10 practices in each of four participating regions (Lothian, Coventry, Oxfordshire, and west London) were recruited by inviting a random sample of about twice the necessary size to attend a series of briefing meetings. In practices of up to three partners all had to agree to take part, but three out of four partners, four of five partners, or all but two partners in larger practices were regarded as sufficient. The study achieved a 38% take-up rate from the random sample of practices, (higher for larger practices). The practices that declined had a similar demographic profile to those that accepted, but no comment could be made about whether the patterns of care they offered would also have been similar. A cross section of small, large, deprived, and non-deprived practices with a differing ethnic mix of both patients and doctors across the four participating areas was achieved. There was a higher proportion of training practices (40%) in the uptake group than is found nationally, but training practice status was not found to have a significant effect on enablement in the study.
Practices were asked to collect consultation data for two consecutive weeks during March and April 1998. Patients completed a pre-consultation questionnaire (which included questions about demography, reason for consultation, and how well they knew the FP being seen), and a post-consultation questionnaire which included the Patient Enablement Instrument, a patient centred measure of consultation outcome. This study uses the same definitions of case-mix (the problems the patient had or wished to discuss) and PEI scoring as the original study report. 10 FPs also completed a questionnaire which included demographic information, how long they had been in this practice, whether they had MRCGP and a Cockburn attitude questionnaire. The Cockburn questionnaire was rigorously developed in Australia to measure FP attitudes, 9 and consists of seven scales, six of which map well to accepted good practice in the UK. The seventh scale relating to FP attitudes to the role of the state in medical care does not map well to the UK, and was ignored.
The analysis was restricted to fully trained FPs (principals) since FPs in training (registrars) have not had the opportunity to take MRCGP, and because many locums did not return questionnaires. While we did not have data on when the FPs had sat the MRCGP we assumed that age was a reasonable proxy for this in our model. The dataset analysed therefore consists of Cockburn questionnaire responses from 150 FP principals, and PEI scores from 15 534 adult patients attending 154 FP principals in 50 practices.
Univariate differences between FPs with and without MRCGP in mean attitude and mean PEI scores were analysed using t-tests, with a Bonferroni correction used to account for multiple testing of attitude scores. Both attitudes and behaviour in the consultation are plausibly related to FP age, sex and postgraduate experience, and the PEI score has been shown to be associated with a range of patient, FP and practice characteristics. 10 Regression models incorporating plausible confounders were therefore constructed, and the effect of the FP having MRCGP after adjustment for these variables estimated by forcing whether or not the FP had MRCGP into the model in the final step. For the attitude scores, single level linear regression was used, and only FP level variables examined. For the PEI score, because patient, FP and practice characteristics may affect consultation outcome, multilevel linear regression was used, fitting a three level hierarchical model of patients within FP within practice. 11 Inclusion of variables in the final model was decided using the deviance statistic to assess model fit, and model assumptions examined using graphical plots. Data was analysed using SPSS version 11 for the univariate analyses and single level regressions, 12 and MLwin version 1.1 for the multilevel regression. 13 
Results
We found no associations between attitude scores and the potential FP level confounders of FP age, sex and time in practice. Hence Table 1 shows the univariate results for the relationship between FPs having MRCGP and attitudes measured by the Cockburn scale. FPs with and without MRCGP significantly differed on only one scale, with those with MRCGP more likely to believe that patients should be involved in decision making. There were no statistically significant differences for other attitudes, and no clear trends favouring one group or the other.
GPs without MRCGP had slightly higher unadjusted mean PEI scores, although this was reversed after adjustment in the multilevel regression model. However, the absolute differences were very small, neither difference was statistically significant and the confidence intervals were wide (Table 1 ).
Discussion
The results show little association between possession of the MRCGP and either measured physician attitudes or patient assessment of consultation outcome as measured by the PEI. The only significant association was that FPs with MRCGP were more likely to believe that patients should be involved in decision making about treatment. These findings persisted even after allowing for likely confounders.
The study has several important limitations, although these do not invalidate the findings. First, although a random sample of practices was approached, participation involved extra administrative work over a two week period and only 53% participated.
Secondly, no FP in this study had sat the current MRCGP video component as the study predated its introduction. It is plausible that the more modern MRCGP examination would be better at identifying FPs with better consultation and communication skills and performance. However, it is known that there is significant overlap in the domains of competence measured by different components of this examination 5 and a previous small study examining MRCGP video performance and patient assessment of registrars did not find any association with the exception of one parameter (seeking to confirm patient understanding). 14 In addition a descriptive study on patient centredness 15 in video submissions for the more recent MRCGP version has demonstrated that even successful candidates often fail to take into account patients' beliefs, confirm their understanding or share management options. All are skills which more plausibly result in a higher enablement score, than the kinds of information seeking consultation skills which those sitting the MRCGP more commonly demonstrate.
Thirdly, the Cockburn questionnaire was developed in Australia and may not properly apply in a different country, although its development was rigorous 9 and the scales used in this analysis have strong face validity in the context of UK family practice. Fourthly, patients' perception of quality may differ from that of doctors. In a retrospective anonymous questionnaire study, in which trainers were invited to give a confidential report on their most recent registrar, trainers perceived that registrars who achieved the MRCGP were superior across a wide range of attributes and were significantly more likely to say they would have them as partners or their own doctor than those registrars who had not. 16 However, the centrality of the consultation in FP core values makes it hard to argue that patient assessments of consultation outcomes like the PEI are not important, and the PEI is an approved measure of 'communication' for doctors' revalidation. 17 Equally though, this study is potentially limited by only using one such measure, and others may be judged more relevant or better for this purpose.
Finally it may be that the main effect of the MRCGP has been to raise the overall standard of family practice. There is some evidence to support this; for example the introduction of a critical reading component to the examination led to a change in reading habits of registrars away from undergraduate textbooks and tabloid medical press towards the BMJ and BJGP. 18 It is therefore plausible that the examination has influenced the attitudes and lifted the consultation quality of all doctors in the UK as part of a wider internalisation of its embedded values. Such a process may continue beyond any period of formal training as part of growing experience and continuing professional development, but this hypothesis would be difficult to test.
Measuring performance in practice is difficult. 19 The ability to demonstrate competence in examinations is no guarantee that such competencies will be put into practice in day to day work. However, it is reasonable to assume that those who cannot demonstrate such competencies will be unable to put them into practice. There is some evidence from the United States that a relationship between results in certifying examinations and patient outcomes can be made. 20 It is also common for UK researchers to include possession of the MRCGP as a possible confounding variable when analysing data from primary care in the belief that this factor may be a positive influence on doctor behaviour. In this context, the lack of association between possession of MRCGP and all but one of the attitudinal measures in this study is striking.
Postgraduate examinations are widely used internationally as markers of excellence, but if they are to have any meaning, then relationships between exam performance and actual clinical practice should be demonstrated. Currently there is no agreement about what measures of actual clinical practice would be expected to be associated with exam performance, 21 although the requirements for General Medical Council revalidation, 17 RCGP Quality Practice Award 22 and the new GMS contract all offer comprehensive measures of good practice. Examining the relationships between these and exam performance will require a mixture of information sources including patient and peer assessment and audit data. 19 Subject to appropriate consent and data protection considerations, the rapid computerisation of practice in the UK and the requirements of revalidation should help create the kinds of large datasets necessary for such studies.
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